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F 0600 Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical
punishment, and neglect by anybody.

Level of Harm - Actual harm
*NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
Residents Affected - Few record review, observations, and interviews with residents, facility staff, the Nurse Practitioner, and
Psychiatric Provider, the facility failed to protect the resident's right to be free from

resident-to-resident abuse for 1 of 3 residents reviewed for abuse (Resident #2) on 4/30/26. Resident
#2 sustained a left hip fracture and a left olecranon (elbow) fracture. The findings included: Resident
#3 was admitted to the facility on [DATE]. Diagnosis included Alzheimer's disease, dementia, and
anxiety. Review of the annual Minimum Data Set (MDS) dated [DATE] revealed Resident #3 was
severely cognitively impaired and required substantial assistance for toileting, dressing and showers.
Resident #1 was admitted to the facility on [DATE]. Diagnosis included a fall with traumatic brain

injury (TBI), Paranoid Schizophrenia and dementia. Review of annual MDS dated [DATE] revealed
Resident #1 was severely cognitively impaired, independent for mobility, required moderate
assistance with toileting and bathing. Resident #1 was coded for wandering and behaviors. Review of
the Facility Reported Incident dated 4/17/26 revealed that Resident #1 and Resident #3 were at the
nurse's station when Resident #3 told Resident #1 to shut up and Resident #1 pushed Resident #3
down. Facility staff intervened and separated the two residents. Resident #3 was assessed by the
nurse and was found to have no injuries, and he did not have any complaints of pain at the time of the
altercation. Resident #1 was put on 1:1 supervision (a staff member stays with the resident 24 hours

a day, 7 days a week) for the rest of the shift and was assessed by the Psychiatric Provider within
hours of the altercation. His trazodone (a medication used for depression) was restarted at 50
milligrams three times a day as needed for anxiety. According to the report the Psychiatric Provider
determined that it would be okay to remove the 1:1 supervision and put Resident #1 on every 30
minute checks for aggression. An interview was conducted with the Psychiatric Provider on 5/26/26

at 4:00 PM. She reported that Resident #3 had exhibited behaviors in the past of wandering and
increased anxiousness with wanting to leave. She reported he was usually easily redirected and his
as needed anxiety medications were effective. She reported she did not recall any aggressive
behavior from Resident #3. The Psychiatric Provider reported that Resident #1 had a history of verbal
aggression toward staff and residents and was impulsive in behavior. The Psychiatric Provider
reported that she was aware of the incident that occurred on 4/17/26. She stated that during this
incident, Resident #1 became physically aggressive with Resident #3, pushing Resident #3 to the floor
after Resident #3 told Resident #1 to shut up. After this incident the Psychiatric Provider reported

that she restarted Resident #1's Trazodone. She reported that the facility put him on 1:1 supervision
for the remainder of the shift after this incident and she recommended that the 1:1 supervision be
discontinued and he be moved to every 30 minute checks. She reported at this time, she felt this was
in the best interest of Resident #1 as well as the other residents because Resident #1's trazodone
was effective and because of his diagnosis of paranoid schizophrenia, having someone following him
could make his symptoms and outburst worseAn interview was conducted with the NP on 5/26/26 at
2:58 PM. The NP stated that Resident #1 could be aggressive both verbally and physically aggressive.
She reported she was aware of the incident that occurred between Resident #1 and Resident #3. She
(continued on next page)
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F 0600 revealed that Resident #1 had been placed on 1:1 supervision after the incident with Resident #3 for a
short time. She stated that when Resident #1 was on 1:1 supervision he was more easily agitated.
Level of Harm - Actual harm She reported that Resident #3 did not have any injuries from the incident on 4/17/26.An interview
was conducted with the Director of Nursing (DON) on 5/26/26 at 3:02 PM. She reported that on
Residents Affected - Few 4/17/26 Resident #1 and Resident #3 were at the nurse's station. Resident #3 told Resident #1 to

shut up and Resident #1 pushed Resident #3 down. The DON stated Resident #3 did not have any
injuries from the fall and Resident #1 was placed on 1:1 supervision for the remainder of the shift and
then put on every 30-minute checks per direction of the Psychiatric Provider. She reported that the
Psychiatric Provider also restarted his Trazodone and it was effective.An interview was conducted
with the Administrator on 5/26/26 at 4:15 PM. He reported he was made aware of the incident on
4/17/26 between Resident #1 and Resident #3. He stated an investigation was conducted and no
abuse was found. Prior to this incident neither resident had been physically aggressive with anyone in
the facility. Resident #2 was admitted to the facility on [DATE]. Diagnosis included right hip fracture,
dementia and alcohol abuse. Review of the quarterly MDS dated [DATE] showed Resident #2 was
severely cognitively impaired, was coded for wandering and behaviors. He was independent with
mobility and required moderate assistance with bathing. Review of the Facility Reported Incident
dated 4/30/26 revealed Resident #1 and Resident #2 were at the nurse's station. Resident #1 was
yelling at the nursing staff about his remote control being broken. Resident #2 told him to stop yelling
at the girls and Resident #1 hit Resident #2 in the left side of the face, knocking him to the ground.
The incident was witnessed by Nurse #1. According to the investigation, Nurse #1 was walking down
the hall when she heard Resident #2 and Resident #1 verbally attacking one another, she turned
around to see Resident #1 hit Resident #2 in the face. She returned to the nurse's station to intervene.
The report indicated that Resident #1 immediately returned to his room and Resident #2 was
assessed by Nurse #1 and was assisted to a chair by Nurse #1 and Nurse Aide (NA) #1. At the time of
the incident Resident #2 complained of burning in his right hip. There were not any abnormalities of
his upper or lower extremities noted at the time of the incident. The report noted that the Resident #2
sat at the nurse's station eating snacks and drinking a soda for a good portion of the evening after the
incident. The report indicated that Resident #2 was put on 1:1 supervision during this time because
staff felt like he was the perpetrator. The investigation revealed that on 5/1/26 around 7:45 am Nurse
#2 reported Resident #2 was complaining of pain in his hips, and her assessment revealed that he had
a swollen left elbow and his left leg was rotated outwards and was shorter than the right. Nurse #2
notified the NP, who was in the facility at the time. The NP assessed the resident as well and gave
orders to give him Norco (an opioid prescription pain reliever) and send him to the emergency room
(ER) for evaluation. Review of 5/1/26 hospital records revealed a left olecranon fracture which
required a posterior slab splint (a rigid device used to immobilize the elbow) to be placed. This
procedure was noted to be done at bedside with no complaints from Resident #2. Hospital records
also revealed a left hip fracture, which required total hip arthroplasty (a surgical procedure where a
damaged hip joint is removed and replaced with an artificial prosthetic implant). Hospital records
reported that Resident #2 tolerated the surgery well with minimal complaints of pain and was
discharged back to the facility in good condition. An interview with the Psychiatric Provider was
conducted on 5/26/26. She reported that she was aware of the incident between Resident #1 and
Resident #2. She stated that Resident #2 had a long history of being rude towards staff, which had
caused problems with his care and the facility had made a lot of medications changes to help with his
anxiety and outbursts. She stated that Resident #2 gave no warning signs before his outburst and
therefore as needed medications could be difficult to manage with him. The Psychiatric Provider
reported Resident #2's outburst and aggression had been verbal in nature, and mostly towards staff
but occasionally he had said some things that were inflammatory towards other residents. She
reported she did not recall any physical aggression towards staff or other residents from Resident #2.
She reported that Resident #1 had a history of verbal aggression toward staff and residents and was
(continued on next page)
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F 0600 impulsive in behavior. The Psychiatric Provider reported she had done a telehealth visit with Resident
#1 the day after this incident and he could not remember anything that had happened. She reported

Level of Harm - Actual harm that the facility had initially put Resident #2 on 1:1 supervision but due to this being the second
physical aggression incident towards a resident for Resident #1 they put him on 1:1 supervision for

Residents Affected - Few his safety as well as the safety of the other residents. The Psychiatric Provider reported she agreed

with the 1:1 supervision at this time for the safety of Resident #1 and the other residents. She
reported she was monitoring Resident #1 closely for any increased anxiety and/or behaviors due to
the 1:1 supervision.An interview with Nurse #1 was conducted on 5/26/26 at 7:30PM. Nurse #1
reported she was working on 4/30/26 when the incident occurred between Resident #1 and Resident
#2. She stated Resident #1 and Resident #2 were at the nurse's station. Nurse #1 revealed Resident
#1 was at the nurse's station to report his remote control was broken again, even though staff had
shown him several times that it was working. Nurse #1 reported she was called down the hall to
assist with another resident. She stated when she walked away from the nurse's station, Resident #1
and Resident #2 were both just standing at the nurse's station and were not arguing. Nurse #1 stated
that she got about three quarters of the way down the hall and heard Resident #2 raise his voice,
although she could not understand what he said. Nurse #1 reported she turned around and saw
Resident #1 punch Resident #2 in the left jaw and Resident #2 fell to the floor. Nurse #1 stated she
immediately went to Resident #2 and assessed him. She reported that Resident #1 walked off to his
room. Nurse #1 reported that Resident #2 didn't remember that he had been hit and reported that his
right hip was burning. She stated this was not a new complaint of pain for him. Nurse #1 stated that
she did not note any external rotation of either leg, no swelling in either legs or arms at the time of

her assessment. She stated that after her assessment she felt it was safe to move him to a chair.

She reported she gave his ordered Tylenol and called the medical provider on call to report the
incident. The provider ordered a right hip x-ray. Nurse #1 stated she also put Resident #2 on 1:1
supervision because she felt he was more the aggressor than Resident #1. Nurse #1 reported that
after the incident Resident #2 stayed at the nurse's station eating snacks. Nurse #1 stated that NA #1
laid him down, upon his request, sometime between 3:30 AM and 5:00 AM. Nurse #1 reported she was
not made aware of any concerns when Resident #2 was laid down, and no distress was noted on her
shift. Nurse #1 stated she checked on Resident #2 again around 6:30 AM before her shift ended and he
was sleeping on his left side.An interview was conducted with the Director of Nursing (DON) on
5/26/26 at 3:02 PM. She reported that she was called around 8:45 PM on 4/30/26 by Nurse #1 who
reported the Resident-to-Resident altercation between Resident #1 and Resident #2. The DON
reported that when she arrived at the facility on 4/30/26 at around 9:45 PM, Resident #2 was sitting

at the nurse's station in a Broda chair (a recliner type chair) eating a snack. She reported that Nurse
#1 had assessed both residents and only some puffiness was noted on Resident #2's left cheek and
Resident #1 had no injuries and no complaints of pain. The DON stated that during her assessment
Resident #1 was in his room, watching TV and had no complaints of pain and did not remember what
had occurred. The DON reported she assessed Resident #2 and did not note any injuries at the time of
her assessment, he was also not complaining of pain. The DON reported that staff had placed
Resident #2 on 1:1 supervision, as they felt he was the aggressor during this incident. However, after
the investigation the facility with the guidance of the Psychiatric Provider determined that Resident

#1 would be put on 1:1 supervision since this was his second incident of physical aggression towards
a resident. The DON stated that Resident #1 and Resident #2 had not had any problems with one
another in the past.An interview was conducted with the Administrator on 5/26/26 at 4:15 PM. He
reported he was made aware of the incident on 4/30/26 between Resident #1 and Resident #2. He
reported that an investigation was conducted and no abuse was found. He stated that Resident #1 had
been aggressive in the past but had been doing well on his current medication regimen and the staff
felt he was settling into a routine at the facility. The Administrator reported he felt like this incident

was unexpected due to the improvement in Resident #1's recent behaviors.Facility provided the below
(continued on next page)
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F 0600 corrective action plan on 5/27/26:Address how corrective action will be accomplished for those
residents found to have been affected by the deficient practice. Resident #1 is [AGE] years old, with

Level of Harm - Actual harm diagnoses of Traumatic subdural hemorrhage, Paranoid Schizophrenia, Epilepsy, Unspecified
dementia severe with other behavioral disturbances, and resided on the dementia unit.Resident #2 is

Residents Affected - Few [AGE] years old, with diagnoses of Dementia, Psychotic disturbance, Chronic pain, Anxiety, History

of alcoholism and resided on the dementia unit.On 04/30/2026 approximately 8:30 pm, Resident #1
and Resident #2 were observed by Nurse #1 standing at the nursing station having a conversation. No
behaviors or signs of agitation were noted at that time. Nurse #1 stepped away from the nurse's
station desk and had walked about 45 feet when she heard bickering. Nurse #1 reported Resident #2
could be heard talking loudly. It was unclear what the residents were saying. When Nurse #1 turned
around, she observed Resident #1 hit Resident #2 on the left side of his cheek. Resident #2 lost his
balance falling backwards onto the floor. Nurse #1 and nursing assistant #1 intervened immediately by
separating residents. Resident #1 returned to his room. Resident #2 was taken to the dining room and
placed 1:1 observation.On 4/30/26, Resident #1 and Resident #2 were immediately assessed during
the 3-11 shift after the incident. Resident #1 had no injuries or reports of pain noted. Resident #2
complained of a burning sensation in his right hip and puffiness noted on the left side of his cheek
below his eye. The nurse notified the provider after becoming aware of the burning sensation in the
resident's right hip. A new order was received for an X-ray of the right hip. On 4/30/26, at
approximately 8:30 pm, Nurse #1 notified the provider and the Director of Nursing of the incident.
Nurse #1 attempted to notify Resident #1 and Resident #2 representative but was unsuccessful. On
4/30/26, skin checks and pain assessments were completed by the nurse on both residents at which
time the puffiness around Resident #2's eye had resolved.During the remainder of the 3-11 shift and
11-7 shift, per staff interviews including the 1:1 sitter, staff noted no changes in condition during
care.On 5/1/26 at approximately 7:15 am, during care, Resident #2 complained of pain to bilateral hips
and left elbow. Nurse #2 assessed Resident #2 and observed left elbow was edematous from the left
upper arm extending to the left lower arm and a dark blue circular discoloration noted on the left
elbow. The left leg was noted to be shorter than the right leg with slight external rotation. Resident #2
was wincing with movement. The supervisor and medical provider were immediately notified by Nurse
#2. Pain medication was administered. The medical provider was on site at the facility and assessed
Resident #2 with new orders received to send to the emergency room for further evaluation.On

5/1/26, a telehealth visit by psychiatric services was completed for Resident #1. Trazodone as

needed was restarted.On 5/1/26, Resident #2 was found to have a closed left olecranon fracture and
left femoral neck fracture per hospital records with surgical repair. On 5/1/26, Resident #1 was

placed on 1:1 observation and continues to remain on 1:1 observation.On 5/6/26, Resident #2 returned
to the facility. 2. Address how the facility will identify other residents having the potential to be

affected by the same deficient practice.On 4/30/2026, 100% skin checks were initiated on all

residents residing in the dementia unit. The skin checks were conducted by the Director of Nursing,
the Quality Assurance nurse, and the assigned hall nurse for signs and symptoms of abuse. No
concerns were identified during this audit. The skin checks were completed by 5/1/26. On 5/1/26,
100% skin checks were expanded and initiated on all residents residing in the remaining facility, with a
brief interview for mental status (BIMS) of 12 and below. The skin checks were conducted by the
Director of Nursing, the Quality Assurance nurse, and the assigned hall nurse for signs and symptoms
of abuse. No concerns were identified during this audit. The skin checks were completed by 5/6/26.
On 5/1/2026, the Director of Nursing audited 100% of all residents' progress notes and behavior alerts
in the Point of Care electronic medical record to identify behaviors that occurred in the last 14 days to
ensure interventions were in place and documented in the care plan. The audit was completed on
5/1/2026. No concerns were identified during the audit. On 5/1/2026, the Director of Nursing,
Assistant Director of Nursing, and Nurse Managers initiated interviews with all staff to identify
residents with behaviors. The purpose of the audit was to ensure (1) the behaviors were reflected in
(continued on next page)
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F 0600 the residents' progress notes, (2) the medical provider and resident representative were notified of
the behaviors, (3) interventions were in place, including a psychiatric consult as appropriate, and (4)

Level of Harm - Actual harm behaviors were care planned. The interviews were completed by 5/1/2026. Any staff who were not
interviewed by 5/1/26 were interviewed prior to their next scheduled shift. There were no concerns

Residents Affected - Few identified during the interviews. On 5/1/2026, safe surveys were completed by the Social Worker and

Assistant Director of Nursing with alert and oriented residents throughout the facility, with a brief
interview for mental status of 13 and higher regarding abuse. During the interview, education was
provided to the residents on the abuse definitions, resident rights, what to do in an abusive situation,
and how to report abuse. On 5/1/2026, the Director of Nursing reviewed incident reports related to
resident-to-resident altercations for the past 30 days to identify patterns and trends. There were no
other patterns and trends identified during the audit.3. Address what measures will be put into place
or systemic changes made to ensure that the deficient practice will not recur.On 5/1/26, the
Administrator made the decision to post a laminated behavioral intervention guide at the nursing
station to help nurses implement appropriate non-pharmacological interventions before behaviors
escalate to resident-to-resident abuse. On 5/1/26, an in-service was initiated by the Director of
Nursing with all nurses regarding the laminated behavioral intervention guide including the location.
On 5/1/26, an in-service was initiated by the Director of Nursing with all staff regarding managing
residents with behaviors, reporting behaviors, and prevention of resident-to-resident abuse. The
in-service emphasized staff are to report any new or worsening behaviors to the nurse immediately.
The nurses were educated to evaluate the resident and ensure interventions are immediately
implemented to deescalate the behaviors. The inservice included for nursing staff to immediately
document behaviors in the electronic medical record behavior alert system. The in-service was
completed by 5/1/2026. After 5/1/2026, any staff who had not worked or completed the in-service
completed the in-service prior to working their next scheduled shift. The Assistant Director of Nursing
monitored staff's completion. The Assistant Director of Nursing was notified of this responsibility by
the Director of Nursing on 5/1/26.4. Indicate how the facility plans to monitor its performance to
make sure that solutions are sustained.Starting on 5/4/26, 100% of all newly documented residents'
progress notes and behavior alerts (electronic medical record documentation utilized by Nursing
Assistants and Nurses to document behavior observed during their shift) will be reviewed by the
Director of Nursing, Assistant Director of Nursing, and Nurse Managers during the morning and
afternoon Monday through Friday interdisciplinary team meeting utilizing the Behavior Audit tool. The
purpose of this review is to ensure all behaviors are addressed, including notifying the medical
providers and resident representatives, and any new interventions are care planned and updated on
the resident care guide to prevent resident to resident altercations. The audit will be completed
weekly for 4 weeks then monthly for 1 month and documented on the behavioral audit tool. The
Director of Nursing and Administrator will immediately address any areas of opportunity identified.
The Administrator or Director of Nursing will review and initial the audits weekly for 4 weeks then
monthly for 1 month to ensure all areas of opportunity are addressed appropriately. The Administrator
or Director of Nursing will present the findings of the Audit Tool to the Quality Assurance and
Performance Improvement Committee monthly for 2 months. The Quality Assurance and Performance
Improvement Committee will meet monthly for 2 months and review the Audit Tools to determine
trends and/or issues that may need further interventions and the need for additional monitoring. 5.
Date corrective actions completed: 5/06/26 The facility's corrective action plan was validated on
5/27/26 by the following: Interviews with all facility staff revealed they had received education on
abuse as well as reporting abuse and neglect where they went through different scenarios of what
would be abuse and what would be neglect, if abuse or neglect had been suspected or reported they
do not leave residents alone, make sure they are safe, and use resident's call light or yell if needed to
get assistance from other staff. Observation of Resident #1 sitting on his bed inside of his room with
his one-to-one staff sitting in the room with him. Resident #1's one-to-one staff were able to verbalize
(continued on next page)
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F 0600 the education they had received regarding abuse and neglect, reporting of abuse and neglect,
one-to-one supervision protocols. Resident #1 was also observed ambulating down the hallway with

Level of Harm - Actual harm his one-to-one staff walking behind him or to the side of him with no issued noted. They were
educated about Resident-to-Resident abuse and discussed if they ever observed themselves or it was

Residents Affected - Few reported to them how they should proceed and again making sure both residents were safe. Review of

staff assignment sheets for shift also revealed the name of the staff person who was assigned to any
resident for one-on-one. Reviewed the audit and monitoring tools with no issues noted. Interviews
with the Administrator and the DON revealed they provided the same education to all the facility staff,
those training sessions were held both in person and via telephone, and all of the staff were able to
demonstrate their understanding of the education they had received.
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